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NAME: 

Please complete the questionnaire below. Only tick the middle column if you have had the condition listed and give further information in the last column. All of the questions must be answered accurately and in full. Failure to disclose relevant health details about yourself could result in dismissal at a later date.

You should provide details about any health problems you may have had in the past or currently have. Details should include the date of the onset of the illness/injury, the duration, the diagnosis (if known), any medication or treatment received (from GP or hospital consultant), the outcome (complete recovery, partial recovery etc), any previous history or recurrence of the same problem, frequency of episodes etc.

Do you have or have you ever had:

	CONDITION
	YES
	NO
	Details of Problem (including dates etc)

	Asthma, Hayfever or any other allergic condition, including sensitivity to antibiotics?
	
	
	

	Frequent sore throats or sinusitis?
	
	
	

	Have you ever smoked? 
	
	
	How many per day:

How many years:

Date stopped:

	Bronchitis, Pneumonia, Pleurisy or recurrent chest infection?
	
	
	

	Tuberculosis or close contact with someone who has had tuberculosis?
	
	
	

	A cough with blood-stained sputum/spit?
	
	
	

	A cough for more than three weeks within the past year?
	
	
	

	An unexplained loss of weight, fever or night sweats during the past year?
	
	
	

	Heart disease, Stroke, High or Low blood pressure?
	
	
	

	Circulatory disorder, such as varicose veins, leg ulcers or Reynaud’s Phenomena?
	
	
	

	Chest pain or severe breathlessness upon exertion e.g. when climbing stairs?
	
	
	

	Blood disorders, such as Haemophilia, Sickle Cell or Iron Deficiency Anaemia?
	
	
	

	Epilepsy, fainting attacks, fits or blackouts?
	
	
	

	CONDITION
	YES
	NO
	Details of Problem (including dates etc)

	Frequent severe headaches or migraine?
	
	
	

	Frequent ear infections or discharging ears?
	
	
	

	Any significant loss of hearing?
	
	
	

	Any eye conditions, injuries or defects of vision (including colour blindness)?
	
	
	

	Diabetes?


	
	
	

	Hernia, rupture or prolapse?


	
	
	

	Gastric or duodenal ulcers, or frequent and prolonged attacks of indigestion?
	
	
	

	Dysentery, Typhoid, Gastro-enteritis, Food Poisoning?
	
	
	

	Bowel problems?


	
	
	

	Disorders of the bladder or kidney, including urinary tract infections, eg cystitis?
	
	
	

	Spinal problems e.g. neck pain, back pain, disc problems or sciatica?
	
	
	

	Do you have any drug allergies
	
	
	

	Do you have any other allergies
	
	
	

	Difficulty in bending, lifting, or carrying?
	
	
	

	Eczema, Dermatitis, Psoriasis or other skin condition? (Hands ever affected?)
	
	
	

	Are you on any long term medication prescribed by a doctor
	
	
	

	Have you any long standing  health problems for which you have been consulting a doctor
	
	
	

	Deformities of hand, arm, leg or foot that affects movement?
	
	
	

	Any form of joint trouble, arthritis, hand or limb pains or stiffness?
	
	
	

	Repetitive strain injury
	
	
	

	Any surgery operations as a Day-patient or a hospital In-patient


	
	
	

	CONDITION
	YES
	NO
	Details of Problem (including dates etc)

	Hepatitis or jaundice or other liver problems?
	
	
	

	Migraines or recurrent headaches
	
	
	

	A hospital Acquired Infection such as Multi Resistant Staph Aureus (MRSA)
	
	
	

	Herpes simplex (cold sores)?


	
	
	

	Chicken Pox or Shingles?


	
	
	

	Depression, anxiety, phobias, mental illness or nervous breakdown?
	
	
	

	Any attempt at self harm?


	
	
	

	Any eating disorder such as anorexia or bulimia or any unexplained weight loss or gain?
	
	
	

	Counselling, psychotherapy or psychiatric treatment?
	
	
	

	Any alcohol abuse or other substance abuse?
	
	
	

	Any health problems or disorder that lowers your resistance to infection?
	
	
	

	Chronic Fatigue Syndrome or Myalgic Encephalomyeltis (ME)?
	
	
	

	Multiple Sclerosis or other neurological disorder?
	
	
	

	Parkinson’s Disease?


	
	
	

	Any absences from work or school due to ill health or injury during the past two years? (number of days off and reasons)
	
	
	

	Any condition that required hospital treatment or investigation?
	
	
	

	For conditions that required hospital treatment or investigation, please give the name of the hospital, the Consultant and your hospital reference number (if known)?
	
	
	

	Are you at present receiving any treatment, injections, pills, tablets or medicines from your own GP or another doctor?


	
	
	

	CONDITION
	YES
	NO
	Details of Problem (including dates etc)

	Do you consider yourself to be disabled? If yes, please give details of your disability. Identify any special needs or reasonable adjustments you may require to enable you to carry out all aspects of the role detailed in the job description.
	
	
	

	Have you ever been medically discharged from any previous employment, HM Forces or rejected on medical grounds for employment or insurance purposes?
	
	
	

	Height (Without shoes):
	
	
	

	Weight (Without clothes):
	
	
	


CONFIDENTIAL MEDICAL HISTORY 

	Is there anything in your health history that you feel may affect your ability to work in dental practice?

If No please state No, if Yes please give details




Have you been vaccinated against the following:

	CONDITION
	YES
	DATE (please state if you do not know)

	Hepatitis B – THIS IS MANDATORY FOR ALL CLINICAL STAFF AND WILL BE ADMINISTERED AFTER APPOINTMENT IF NOT ALREADY PRESENT
	
	 Date & Antibody titre (if known)

	TB
	
	

	Measles
	
	

	Rubella
	
	

	Whooping cough
	
	

	Polio
	
	

	Tetanus
	
	


Disability Discrimination Act 1995

	The Disability Discrimination Act of 1995 protects people with disabilities from unlawful discrimination. If we know you have a disability we will make adjustments to your working environment provided it is reasonable in the circumstances to do so. 

	Do you regard yourself as a disabled person           Yes                                No

	If yes are there any adjustments we should consider during the recruitment process or in the job itself which might be helpful to you?




Comments

I declare that I have read, understood and answered all of the questions to the best of my knowledge and that the information I have given is true and complete. I am aware that a copy of this form may be sent to my GP for confirmation as to it’s accuracy and I give my consent to this being done.

I agree to attend, and undergo a health interview and/or medical examination at any time during my employment, when requested to do so.

I understand and accept that if I suspect I have been in contact with, or am suffering from any infections, illness or disease e.g. TB, HIV/AIDS, Hepatitis B, which could present a health hazard to others whilst I am at work, I must inform and seek urgent advice from the Practice Owners.

Signed………………………………………………………………..       Date………………………..

FULL NAME (Block Capitals)…………………………………………………………………………
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